Ciq[o[of6/

APPLICATION FORM FOR ASSISTANGCE {Heaithcare) K(%[,uka
TEEAT B, SATEHST WY (T S@Te) et
APPLICATION No.: B . ) APPLICATIONDATE:, [ | Building block of life.
e /0719 [ 0254 peaon R o719 e i
NAME of APPLICANT : AGE-YEARS ¥g-a¥ | sex fen
HETH F AT pf . . © - ]
nas Devg A i F
FATHER'S/SPOUSE’S NAME : '
Frvages 1 am | & mnoun '
PRESENT RESIDENCE ADDRESS §qAF HETEH Tl —
]<U f)[v"o\'h \rl’:‘t"(&!‘-’i (O ,{@}'\,{J 2 Ma Mmh
Diptt = Mapuswa . U VP, WP
PERMANENT RESIDENCE ADDRESS : ¥ &aT®1d Tl _
(6 254) Anad
Sune. as  obove. - p
DC'/VJ
OCCUPATION : ; o
S Hﬂ?x(ﬂt’ i e | NARRIED (i) / UNMARRIED (stfartea)
TOTAL ANNUAL INCOME : (Attach Proof of Income)
T a7 A : (3 ®1 e T Mf\
PAN No. T a1 W&l _
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes / No %
T S 3T FR A # (S W 2 I R GE H P A ‘
FAMILY DETAILS TR@R faa
Sr. No. Name of‘Famin Member Age (Yea!'s] Gender Relation with Applicant
F A If@ER % TR %1 T ¥ (F9) o FETE & Y T4my
i | Koun jff’(*f Siknik &5 ™M L i heunof
2 Kaynesnt 39 | Sn
A Ll Sivldp S i i | Son
4- Koli Chos.oxn 34 ™~ Qr‘-’-}‘;j
A Machh g 30 E U@u_j: ki€
i -
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
e % g fafy s
BPL Card EWS Certificate Ration Card
{Attach Card Copy) {Attach Certificate Copy) {Natalgn Copy) Bﬂgﬁ;r:&
Tl @ % Y T w T A T A T ) 1 o T
"PURPOSE” for REQUESTING ASSISTANCE:
w3 TR Tt s
Sr. No. Medical Reports/Prescriptions Attached
FH HE FEERyS] ¥ T B T AT g g
K-~ Ty G
(€ - M SC _ :
£ |
LG - FAS! STCS+ [T,
J_ —
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from OTHER SOURCES
T IR F T FE S wEEa R o wia @ e mnoan?
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH GE 9 T H AH il e e
1 1JCCH




DECLARATION by APPLICANT: 3TSS% gR SO 55:

1} | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance,

liable for rejection/cancellation.
2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistan
was requested by me.

3) 1 hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amoun
for which this assistance is requested.

1) son e € 39 T ¥ Rl T e e 0 AR @ e O O w2 Ol R w H e T i @ @ 40 e e ® a8
2) B g S werEa TR “wifeE weRTR", ¥ o W @ ¥, sew v w6 vy # f # fd fe wdm, < ow owew F ww o

1) ﬂ'gﬁzméﬁﬁmm%@mmﬂmﬁnﬁ%,wrﬁmaﬁmmw%@%mmﬁmﬁmwﬁﬁqaﬁm% Ak 1§ wfes F s
e AGREEMENT by APPLICANT (amaes g0 %)

1) Tiy affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/repraduce my name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | {(Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (w210 &1

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part cr in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.

mm,mmaﬁmﬁmﬁﬂﬁ“mm"ﬁﬁﬁﬂmmﬁmﬁﬁ@mw(mm)ﬁﬁwﬁwammél

1) g8 o 7 o adq ol A @ v  fafra wemm feE o wed den @ e o v @ sw i § @ @ w2, oW e e v e
§ fefiafefs v & way 3 S wERwR" gu weE 2y fF 31 ARk e wevA” g werda frl AT 3 TR T e s s
foreht o I Gk wen T Rl o T § e o 1 e gt ad ¢ e g ¥ ww s o @ f s fide aew s et 8 R
R wl wen @ TR o= e /e wveih

2. "y wERYR" Qo T wemw waw At wEh w0 W e gu € wew W R W swwsfen @ g 3 e

& v fava ¢ ol “wife YR g fEE YR w1 # o T # seh v § O S see e o o v wt e femal
=1 Ernt o it St w i @ feRd W e A R Er

RECOMMENDED FOR AC.CEPTENCE é_-’ ' ‘\j‘?%)\
Dr. PRIYA AGRAWAL <ot % fere st i/ o\
Date of Surgery | MCI No.-58417 7 ;

sm R WE | Sign.

J\\(,\ ..... T \ ) (Name, Designation & Stam v ised Si of
3 (Name of Dr. & Regn. NoJwith Stamp on behalf of Hosp#tap,. AL
\/\\ | TER H T T ERR A T A mammwmm%jw}'
FOR INTERNAL USE of KOSHIKA FOUNDATION &l 394N &Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W TEMR | - I T 2

20.12.2018



